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Introduction

Tobacco use remains the leading cause of preventable disease and 
deaths in the United States and Texas, causing more deaths than 
alcohol, AIDS, automobile crashes, homicide, suicide, and illegal 
drug use combined.(1) Tobacco use has long been associated 
with signifi cant health problems such as heart disease, stroke, 
emphysema, diabetes, and particularly cancer.  The fi rst modern 
studies linking tobacco use and lung cancer were published in the 
1950’s.(2) Since that time, numerous studies have been conducted 
examining potential harmful health effects from the use of to-
bacco. 

In 2004, the U.S. Surgeon General released, “The Health Consequences of Smoking: A Report of the Surgeon Gen-
eral” that concluded that cigarette smoking is conclusively linked to lung, oral cavity and pharynx, larynx, esophagus, 
bladder, pancreas, kidney, cervix, stomach, and acute myeloid leukemia cancers.(3) In addition, there was evidence 
indicating a possible causal relationship between smoking and cancers of the colon, rectum, and liver.  Other to-
bacco products, including chewing tobacco, snuff, and cigars remain strong risk factors for many of these same types 
of cancer, especially mouth and throat cancers. It is estimated that 30% or more of cancer deaths could be prevented 
if tobacco use was eliminated.(4)   

Passive exposure to smoking is also of great concern. Secondhand smoke is a known carcinogen, and secondhand 
smoke is estimated to cause 3,000 lung cancer deaths among nonsmokers in the U.S. each year.(5)  In 2006, the U.S. 
Surgeon General released “The Health Consequences of Involuntary Exposure to Tobacco Smoke:  A Report of the 
Surgeon General”, which concluded that secondhand smoke is causally related to lung, breast, cervix and nasopha-
ryngeal cancers.(6)  

This report describes the impact of tobacco-related cancers on Texas from 2001–2005 and what is expected in 2008. 
This includes all the cancers determined to be conclusively linked to tobacco use by the 2004 Surgeon General’s 
report. It must be noted that not all of the cancer diagnoses described in this report can be attributed to tobacco use 
but this report summarizes the burden of cancers in which tobacco use is a strong risk factor. A basic description 
of each cancer is provided, the number of Texans newly diagnosed and deceased, as well as which race and ethnic 
populations are most affected.

It is estimated that in 2008, 28,664 Texans were newly diagnosed and 18,238 died from cancers of the lung, oral 
cavity and pharynx, larynx, esophagus, bladder, pancreas, kidney, cervix, stomach, and acute myeloid leukemia can-
cers (Table 1).  From 2001–2005, these cancers accounted for over 31% of all newly diagnosed cancers and 47% of all 
cancer deaths. 

Incidence rates among Texans are higher for lung, oral cavity, laryngeal, kidney, and cervical cancers when compared 
with the U.S. Surveillance and Epidemiology End Results Program (SEER) (Figure 1). Mortality rates are also higher 
in Texas than the U.S. for oral cavity, kidney, stomach, and cervical cancers (Figure 2).(7)

Racial and ethnic disparities exist in relation to tobacco-related cancers. Blacks in Texas bear a disproportionate 
burden of these cancers, experiencing the highest incidence for fi ve of the ten tobacco-related cancers (lung, larynx, 
esophagus, stomach, and pancreas) examined in this report.  Even more disconcerting is that blacks also experienced 

Overview of Tobacco-Related Cancers in Texas
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Table 1. Expected New Tobacco-Related Cancer Cases and Deaths 
by Primary Site, Texas, 2008

the highest mortality for all but three of the ten tobacco-related cancers.  Blacks had higher rates of mortality from 
cancers of the lung, oral cavity and pharynx, larynx, esophagus, pancreas, cervix and stomach when compared with 
other Texas race and ethnic groups.

New cancer cases were estimated by applying California 2000–2004 age-, sex-, and race/ethnic-specifi c average annual incidence rates to the corresponding 
Texas 2008 population. Cancer deaths were estimated by applying Texas 2003–2004 age-, sex-, and race/ethnic-specifi c average annual mortality rates to the 
corresponding Texas 2008 population.
Totals may not sum due to rounding.

                                                               Expected New Cases                                    Expected Deaths 

Cancer Site Total Male Female Total Male Female

All Tobacco-Related Sites Combined  28,664 16,816 11,876 18,238 10,872 7,366

Lung and Bronchus 12,117 6,498 5,619 10,822 6,448 4,374

Oral Cavity and Pharynx 2,269 1,569 700 574 416 158

Larynx 698 568 131 291 240 51

Esophagus 903 682 221 794 618 176

Urinary Bladder 4,079 3,097 982 746 509 237

Pancreas 2,329 1,163 1,166 2,069 1,070 1,000

Kidney/Renal Pelvis 2,662 1,705 957 1,017 656 361

Cervix  1,081 0 1,081 397 0 397

Stomach 1,742 1,069 673 983 602 381

Acute Myeloid Leukemia 784 438 346 545 313 231
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Rates are per 100,000 and age-adjusted to the 2000 U.S. standard population.

Source: Texas Department of State Health Services, Cancer Epidemiology and 
Surveillance Branch, 1995-2005 incidence fi le as of 1/31/2008.
SEER Cancer Statistics Review, 1975-2005.

Figure 1. Tobacco-Related Cancer Incidence Rates, Texas and U.S. SEER, 
2001–2005

U.S. 

Texas

Rates are per 100,000 and age-adjusted to the 2000 U.S. standard population.

Source: Texas: Texas Department of State Health Services, Center for Health Statistics;
SEER, Cancer Statistics Review, 1975–2005; SEER Program Public Use Mortality Data 
(1969–2005) for AML.

Figure 2. Tobacco-Related Cancer Mortality Rates, Texas and U.S., 
2001–2005
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Lung and Bronchial Cancer, Texas, 2001–2005

     Texans Newly Diagnosed: 62,063 Texan Lives Lost: 48,184
   Highest Diagnosis Rate: Black Men Highest Death Rate: Black Men

The association between lung cancer and smoking is well documented, and based on the “2004 U.S. Surgeon 
General’s Report on the Health Consequences of Smoking”, it is estimated that almost 90% of lung cancer deaths 
are due to smoking.(3)   Rarely detected at an early, treatable stage, lung cancer is one of the most diffi cult cancers to 
treat and very often fatal. Overall, only 17% of people diagnosed with lung cancer are alive fi ve years later, and nearly 
60% of patients die within one year of diagnosis.(7)  
 
The best protection against lung cancer is to never begin smoking.  It has been repeatedly shown that nonsmokers 
have much lower rates of lung cancer as well as other smoking-related cancers. However, the argument that “it’s too 
late to quit smoking” because the damage has already been done is simply not true. While ex-smokers are still at a 
higher risk of lung cancer than nonsmokers, this risk declines with each year of not smoking. After ten years, the risk 
among ex-smokers begins to approach that of nonsmokers.(8,9)  

The American Cancer Society estimates 215,020 new cases of lung cancer were diagnosed in the U.S. in 2008, and 
an estimated 161,840 people died of these cancers in that same year.(10)  For Texas in the same year, it is estimated 
that 12,117 new cases of lung cancer and 10,822 deaths occurred.  Lung cancer is the leading cause of cancer death 
among Texas men and women, and the second most commonly diagnosed cancer.  Although lung cancer mortality 
rates in Texas continue to decline slightly, the total number of deaths and new cases diagnosed continues to climb as 
our population increases and ages. Black men bear an especially large lung cancer burden. Black men in Texas had 
the highest incidence rate of lung cancer among all racial and ethnic groups for the years 2001–2005. In addition, 
black men had almost three times the mortality rate of Hispanic men, and over 35% higher mortality than non-His-
panic whites.  Among women, non-Hispanic whites had both the highest incidence and the highest mortality rates 
from lung cancer, with rates over twice as high as Hispanic women.

Figure 3. Lung and Bronchial Cancer, by Sex, Race, and Ethnicity, Texas, 2001–2005

~ Rate is not shown if number of cases or deaths is fewer than 16.

Rates are per 100,000 and age-adjusted to the 2000 U.S. standard population.

Incidence Source: Texas Department of State Health Services, Cancer Epidemiology and Surveillance Branch, 1995–2005 Incidence fi le as of 01/25/08.
Mortality Source: Texas Department of State Health Services, Center for Health Statistics.
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Oral Cavity and Pharyngeal Cancer, Texas, 2001–2005

 Texans Newly Diagnosed:  10,189                                                     Texan Lives Lost:   2,544
   Highest Diagnosis Rate:   Non-Hispanic White Men                          Highest Death Rate:  Black Men

While tobacco use is most often associated with lung cancer, it is also a major risk factor for cancers of the head and 
neck. Two of the most common tobacco-related sites for cancers of the head and neck are the oral cavity (tongue and 
mouth) and pharynx (throat). Using tobacco products increases the likelihood of getting head and neck cancer up to 
10 or more times than that of someone who does not use tobacco.(11)  Almost 90% of people with cancers of the oral 
cavity or pharynx report use of tobacco products.(12)  Importantly, research has shown that the risk of developing oral 
and pharyngeal cancer declines rapidly after quitting smoking with little to no elevated risk among former smokers 
after ten years.

(13)
   

All tobacco use is a major risk factor for oral and pharyngeal cancer but some people believe that smokeless tobacco 
is still a “safe” alternative to smoking. In 1986, the U.S. Surgeon General released a report specifi cally addressing the 
dangers of smokeless tobacco, warning that smokeless tobacco use represented a signifi cant health risk. This is es-
pecially true when examining cancers of the oral cavity. The risk of cancer of the cheek and gums is almost 50 times 
higher among long-term smokeless tobacco users.(14)

The prognosis for cancers of the oral cavity and pharynx is not good. The fi ve-year survival rate is only 62%, and only 
50% are still alive after ten years.(10)  The treatment plan for oral cancers is usually surgery and sometimes radiation 
therapy. The surgery can be quite disfi guring to the face, particularly for advanced cancer. 

The American Cancer Society estimates 35,310 new cases of oral and pharyngeal cancer were diagnosed in the U.S. 
in 2008, and an estimated 7,590 people died of these cancers in that same year.(10)  In Texas alone there were 2,269 
new cases of oral and pharyngeal cancer estimated for 2008, and 574 deaths. Among men in Texas, non-Hispanic 
whites had the highest incidence and blacks the highest mortality rates from oral and pharyngeal cancer. Mortal-
ity rates for black men were over twice that of Hispanics and over 50% higher than non-Hispanic whites.  Among 
women, non-Hispanic whites had both the highest incidence and highest mortality rates from oral and pharyngeal 
cancer.  The incidence and mortality rates in non-Hispanic whites were twice as high as the rates in Hispanic women.

Figure 4. Oral Cavity and Pharyngeal Cancer, by Sex, Race, and Ethnicity, Texas, 2001–2005

Male Females

MortalityIncidence MortalityIncidence

Rate per 100,000 Rate per 100,000

Non-Hispanic White

Black

Asian/PI

AI/AN

Hispanic

All Races

~~ ~~~

~ Rate is not shown if number of cases or deaths is fewer than 16.

Rates are per 100,000 and age-adjusted to the 2000 U.S. standard population.

Incidence Source: Texas Department of State Health Services, Cancer Epidemiology and Surveillance Branch, 1995–2005 Incidence fi le as of 01/25/08.
Mortality Source: Texas Department of State Health Services, Center for Health Statistics.
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Laryngeal Cancer, Texas, 2001–2005

   Texans Newly Diagnosed: 3,979 Texan Lives Lost:   1,218
   Highest Diagnosis Rate:  Black Men Highest Death Rate:  Black Men

The larynx (voicebox) is located just below the throat in the neck and plays a key role in breathing, swallowing, and 
talking. The larynx is another common head and neck cancer associated with tobacco use. Smoking is a major risk 
factor for cancer of the larynx, and the more one smokes, the greater the risk. Smokers have up to ten times the risk 
for laryngeal cancers than do nonsmokers. Additionally, the risk of laryngeal cancer is even greater among people 
who drink alcohol in addition to using tobacco.(15)

The overall fi ve-year survival rate for laryngeal cancer is 63.7% (1996-2004 data).(7)   However, with almost all treat-
ments for laryngeal cancer, patients generally need therapy to help with speech and swallowing.  

The American Cancer Society estimates there were 12,250 new cases of laryngeal cancer diagnosed in the U.S. in 
2008, and 3,670 deaths.(10) It is estimated that for Texas, there were 698 new cases and 291 deaths due to laryngeal 
cancer for that same year.  In Texas, black men had twice the occurrence of laryngeal cancer than Hispanics, and over 
85% more than non-Hispanic whites for the years 2001–2005. Black men were also twice as likely to die from laryn-
geal cancer as non-Hispanic whites.  Among women, blacks have the highest incidence and highest mortality rates 
from laryngeal cancer—over 30% higher incidence and 80% higher mortality than the rates in non-Hispanic whites.

Figure 5. Laryngeal Cancer, by Sex, Race, and Ethnicity, Texas, 2001–2005

Male Females

MortalityIncidence MortalityIncidence

Rate per 100,000 Rate per 100,000

Non-Hispanic White

Black

Asian/PI

AI/AN

Hispanic

All Races

~~ ~~

15 10 5 0 5 1015 10 5 0 5 10

~ ~~

~ Rate is not shown if number of cases or deaths is fewer than 16.

Rates are per 100,000 and age-adjusted to the 2000 U.S. standard population.

Incidence Source: Texas Department of State Health Services, Cancer Epidemiology and Surveillance Branch, 1995–2005 Incidence fi le as of 01/25/08.
Mortality Source: Texas Department of State Health Services, Center for Health Statistics.
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Esophageal Cancer, Texas, 2001–2005

    Texans Newly Diagnosed:  4,022    Texan Lives Lost:   3,484  
    Highest Diagnosis Rate:  Black Men    Highest Death Rate:   Black Men

Another cancer strongly associated with tobacco use is esophageal cancer. The esophagus is the tube that carries 
food from the mouth to the stomach. Cigarette smoking and alcohol use are the most common risk factors associated 
with esophageal cancer. Both factors are independently associated with esophageal cancer and pose an even greater 
risk when combined. In the U.S. it is estimated that 90% or more of the risk of esophageal cancer can be attributed 
to tobacco and alcohol and over 50% of esophageal cancer deaths can be attributed to smoking alone.(16)   

Esophageal cancer is a very deadly disease and is rarely curable. The overall fi ve-year survival rate is only 20%. Even 
if diagnosed early (localized stage), only 24% will survive for fi ve years.(7)

In the U.S., the American Cancer Society estimates that there were 16,470 new cases of this cancer in 2008 and 
14,280 people died of the disease.(10)  It is estimated that 903 new cases of esophageal cancer were diagnosed in 
Texas and 794 deaths occurred. For the years 2001–2005, black men in Texas had the highest incidence and mortality 
rates of esophageal cancer when compared to Hispanics and non-Hispanic whites.  Among women, blacks also have 
the highest incidence and mortality rates from esophageal cancer.  Their incidence rates are over 60% higher and 
their mortality rates over 50% higher than the rates in non-Hispanic whites.

Figure 6. Esophageal Cancer, by Sex, Race, and Ethnicity, Texas, 2001–2005

~ Rate is not shown if number of cases or deaths is fewer than 16.

Rates are per 100,000 and age-adjusted to the 2000 U.S. standard population.

Incidence Source: Texas Department of State Health Services, Cancer Epidemiology and Surveillance Branch, 1995–2005 Incidence fi le as of 01/25/08.
Mortality Source: Texas Department of State Health Services, Center for Health Statistics.
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Urinary Bladder Cancer, Texas, 2001–2005

    Texans Newly Diagnosed:  15,366                                Texan Lives Lost:   3,279
    Highest Diagnosis Rate:  Non-Hispanic White Men              Highest Death Rate:  Non-Hispanic White Men

Smoking is an important risk factor for bladder cancer.(10) Cigarette smoking increases the risk of bladder cancer 
three times that of a nonsmoker, and may be responsible for as much as 60% of bladder cancer cases.(17)  Research 
has shown up to a 60% reduction in bladder cancer risk for smokers who quit, with an almost immediate reduction in 
risk upon quitting.(18) 

The overall fi ve-year survival rate for bladder cancer is 82%. When detected at an early stage, the fi ve-year survival 
rate is as high as 93%. Early detection is critical, as once bladder cancer progresses to a late stage, fi ve-year survival 
drops to only 6%.(7)

The American Cancer Society estimates that 68,810 new cases of bladder cancer were diagnosed in the U.S. during 
2008, and 14,100 people died of the disease.(10)  In Texas, there were an estimated 4,079 new cases of bladder can-
cer diagnosed in 2008 and 746 deaths. For the years 2001–2005, non-Hispanic white men had the highest incidence 
and mortality of bladder cancer.  Among women, non-Hispanic whites had the highest incidence, but blacks the high-
est mortality rate from urinary bladder cancer.  The incidence rate in non-Hispanic white women was over 20% higher 
than in blacks but mortality in black women was over 40% higher than in non-Hispanic whites.

Figure 7. Urinary Bladder Cancer by Sex, Race, and Ethnicity, Texas, 2001–2005

~ Rate is not shown if number of cases or deaths is fewer than 16.

Rates are per 100,000 and age-adjusted to the 2000 U.S. standard population.

Incidence Source: Texas Department of State Health Services, Cancer Epidemiology and Surveillance Branch, 1995–2005 Incidence fi le as of 01/25/08.
Mortality Source: Texas Department of State Health Services, Center for Health Statistics.
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Pancreatic Cancer, Texas, 2001–2005

    Texans Newly Diagnosed:  10,075    Texan Lives Lost:   9,158
    Highest Diagnosis Rate:  Black Men    Highest Death Rate:  Black Men

The pancreas is a large gland located behind the stomach deep inside the body cavity. The pancreas is very impor-
tant, as it functions in both digestion and the production of hormones, such as insulin. Smoking is a very important 
risk factor for cancer of the pancreas. Pancreatic cancer rates for smokers are more than twice that of nonsmokers, 
and heavy smokers have been shown to have six times the risk.  Smokers who quit also reduce the risk of pancreatic 
cancer. Studies have shown little to no difference in risk between nonsmokers and long-term ex-smokers.(19)  

While not as common as other cancers, pancreatic cancer is one of the most deadly. The survival rates for pancreatic 
cancer are among the worst for any cancer. Only 5% of newly diagnosed cases survive fi ve years, and only 25% even 
survive the fi rst year.(7)  Pancreatic cancer is rarely diagnosed at an early stage, as there are usually no symptoms 
during the early course of the disease. As a result, only 10 to 20% of patients are candidates for surgical treatment, 
which offers the best chance of a cure.(20)

The American Cancer Society estimates that 37,680 new cases of pancreatic cancer were diagnosed in the U.S. 
during 2008, and 34,290 died of the disease.(10) In Texas there were 2,329 estimated cases of pancreatic cancer 
diagnosed in 2008 and 2,069 deaths. Black men in Texas had the highest incidence and mortality rates of pancreatic 
cancer when compared to Hispanic and non-Hispanic whites for the years 2001–2005.  Among women, blacks had 
the highest incidence and mortality rates from pancreatic cancer with a 30% higher incidence and 40% higher mortal-
ity than in non-Hispanic whites.

Figure 8. Pancreatic Cancer by Sex, Race, and Ethnicity, Texas, 2001–2005

Non-Hispanic White

Black

Asian/PI

AI/AN

Hispanic

All Races

Females

MortalityIncidence

Rate per 100,000

~ ~
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Male

MortalityIncidence

Rate per 100,000

20 2015 1510 105 50

~ ~

~ Rate is not shown if number of cases or deaths is fewer than 16.

Rates are per 100,000 and age-adjusted to the 2000 U.S. standard population.

Incidence Source: Texas Department of State Health Services, Cancer Epidemiology and Surveillance Branch, 1995–2005 Incidence fi le as of 01/25/08.
Mortality Source: Texas Department of State Health Services, Center for Health Statistics.
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Kidney and Renal Pelvis Cancer, Texas, 2001–2005

    Texans Newly Diagnosed:  15,368    Texan Lives Lost:   4,484
    Highest Diagnosis Rate:  Black Men    Highest Death Rate:  Hispanic Men

Tobacco use is a major risk factor for kidney cancer. The harmful chemicals in tobacco are absorbed into the blood-
stream, and can become highly concentrated in the kidneys.  Research shows that smokers are more likely to develop 
kidney cancer than nonsmokers, and heavy smokers may be at two to two and a half-times the risk. In addition, the 
longer a person smokes, the higher the risk. The risk of kidney cancer decreases for those who quit smoking. (21)   

The overall fi ve-year survival rate for kidney cancer is 67%. As with most cancers, the earlier the disease is detected, 
the better the outcome. The fi ve-year survival rate for those with kidney cancer diagnosed and treated in the early 
stages is 90%.(7) 

The American Cancer Society estimates that 54,390 new cases of kidney cancer were diagnosed in the U.S. during 
2008 and over 13,010 died of the disease.(10)  In Texas, it is estimated that 2,662 new cases of kidney cancer were 
diagnosed in 2008 and 1,017 deaths occurred. Men had twice the incidence and mortality of kidney cancer compared 
to women, both in the U.S. and Texas.(7)  Black men in Texas had the highest incidence rate of kidney and renal pelvis 
cancer and Hispanics the highest mortality rate.  Among women, Hispanics had the highest incidence rates and 
blacks the highest mortality rates from kidney cancer.

Figure 9. Kidney and Renal Pelvis Cancer by Sex, Race, and Ethnicity, Texas, 2001–2005

Non-Hispanic White

Black

Asian/PI

AI/AN

Hispanic

All Races

Male

MortalityIncidence

Rate per 100,000
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~

Females

MortalityIncidence

Rate per 100,000
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~~

~ Rate is not shown if number of cases or deaths is fewer than 16.

Rates are per 100,000 and age-adjusted to the 2000 U.S. standard population.

Incidence Source: Texas Department of State Health Services, Cancer Epidemiology and Surveillance Branch, 1995–2005 Incidence fi le as of 01/25/08.
Mortality Source: Texas Department of State Health Services, Center for Health Statistics.
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Cervical Cancer, Texas, 2001–2005

    Texans Newly Diagnosed:  5,415     Texan Lives Lost:   1,710
    Highest Diagnosis Rate:  Hispanic Women   Highest Death Rate:  Black Women

The cervix is the lower part of the uterus and connects the uterus to the vagina. Cervical cancer develops very slowly. 
In the early stages, some cells begin to change and become abnormal. These changes may not be true cancer, but 
have the potential to develop into cancer if left untreated. These early abnormal cells can be detected by routine Pap 
tests. As a result, cervical cancer is among the most preventable of all cancers.

While not as commonly associated with tobacco use as other cancers, women who smoke are twice as likely as 
nonsmokers to get cervical cancer. The harmful chemicals in tobacco are absorbed by the bloodstream, carried to 
other parts of the body, and have been found in the cervical mucus of women who smoke. Researchers are still study-
ing how these substances damage the DNA of cells in the cervix and may contribute to the development of cervical 
cancer.(22) 

Mortality due to cervical cancer in the U.S. has signifi cantly decreased over the past decades, mainly due to tests that 
can detect cervical cancer at an early stage.(23)  The fi ve-year survival rate for pre-invasive lesions is almost 100%, and 
is over 92% for all early-stage cervix cancers.(7)  Yet, the American Cancer Society estimates that  3,870 women in the 
U.S. died in 2008 from cervical cancer.(10)  

The American Cancer Society estimates that over 11,070 new cases of invasive cervical cancer were diagnosed in the 
U.S. during 2008 and there were 3,870 deaths.(10) In Texas, it is estimated that 1,081 cases were diagnosed and 397 
died in that same year. For the years 2001-2005, Hispanic women in Texas had the highest incidence of cervical can-
cer, followed closely by blacks. These rates were over 80% and 50% higher than non-Hispanic white women, respec-
tively.  Between 2001 and 2005, 1,710 women in Texas died of cervical cancer, with the highest mortality rate among 
blacks — a rate over 2.3 times higher than non-Hispanic whites.

Figure 10. Cervical Cancer by Race and Ethnicity, Texas, 2001–2005

Non-Hispanic White

Black

Asian/PI

AI/AN

Hispanic

All Races
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MortalityIncidence
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~ Rate is not shown if number of cases or deaths is fewer than 16.

Rates are per 100,000 and age-adjusted to the 2000 U.S. standard population.

Incidence Source: Texas Department of State Health Services, Cancer Epidemiology and Surveillance Branch, 1995–2005 Incidence fi le as of 01/25/08.
Mortality Source: Texas Department of State Health Services, Center for Health Statistics.
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Stomach Cancer, Texas, 2001–2005

    Texans Newly Diagnosed:  6,713    Texan Lives Lost:   4,107
    Highest Diagnosis Rate:  Black Men    Highest Death Rate:  Black Men

Although there are other factors that are important in the etiology of stomach cancer, smoking has been determined 
to be a causal factor for many stomach cancer cases and deaths.(2) The 5-year survival for all stomach cancers is  25%, 
increasing to a 5-year survival of 61% for those cases (only 24% of all cases) that are diagnosed at an early stage of 
disease.(7)

The American Cancer Society estimates that 21,500 new cases of stomach cancer were diagnosed in the U.S. in 
2008, and an estimated 10,880 people died of this cancer in the same year.(10) For Texas, it is estimated that 1,742 
new cases and 983 deaths occurred in 2008.  During 2001–2005, black men in Texas had the highest incidence and 
the highest mortality rates from stomach cancer.  Among women, Hispanics had the highest incidence rate of stom-
ach cancer, while blacks had the highest mortality.  Stomach cancer incidence and mortality rates in both black and 
Hispanic women were more than twice as high as in non-Hispanic whites.

Figure 11. Stomach Cancer by Sex, Race, and Ethnicity, Texas, 2001–2005

Male

MortalityIncidence
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~ Rate is not shown if number of cases or deaths is fewer than 16.

Rates are per 100,000 and age-adjusted to the 2000 U.S. standard population.

Incidence Source: Texas Department of State Health Services, Cancer Epidemiology and Surveillance Branch, 1995–2005 Incidence fi le as of 01/25/08.
Mortality Source: Texas Department of State Health Services, Center for Health Statistics.
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Acute Myeloid Leukemia, Texas, 2001–2005

    Texans Newly Diagnosed:  3,464    Texan Lives Lost:   2,507
    Highest Diagnosis Rate:  Non-Hispanic White Men  Highest Death Rate:  Non-Hispanic White Men

Acute myeloid leukemia is the most common acute leukemia in adults and is a cancer that starts in a person’s bone 
marrow.  Smoking is considered to be causally related to acute myeloid leukemia.(2)    However, unlike some of the 
other tobacco-related cancers, acute myeloid leukemia is more strongly related to the cumulative effects of long-term 
smoking and risk does not appear to abate after tobacco cessation. It has been estimated that smoking contributes 
up to 58% of acute myeloid leukemia deaths.(2)  The fi ve-year survival rate for acute myeloid leukemia is 21%, consid-
erably lower than for other major types of leukemia.(7)

The American Cancer Society estimates 13,290 new cases of acute myeloid leukemia were diagnosed in the U.S. in 
2008 and an estimated 8,820 people died of this cancer in the same year.(10)  For Texas, it is estimated that 784 new 
cases and 545 deaths occurred.  Non-Hispanic white men in Texas had both the highest incidence and the highest 
mortality rates for acute myeloid leukemia.   Among women, non-Hispanic whites also had the highest incidence and 
the highest mortality rates from acute myeloid leukemia.

Figure 12. Acute Myeloid Leukemia by Sex, Race, and Ethnicity, Texas, 2001–2005

Rate per 100,000
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MortalityIncidenceNon-Hispanic White
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Rate per 100,000

~ Rate is not shown if number of cases or deaths is fewer than 16.

Rates are per 100,000 and age-adjusted to the 2000 U.S. standard population.

Incidence Source: Texas Department of State Health Services, Cancer Epidemiology and Surveillance Branch, 1995–2005 Incidence fi le as of 01/25/08.
Mortality Source: Texas Department of State Health Services, Center for Health Statistics.
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Additional Cancers Under Study
Research on the use of tobacco products and cancer continues. Other cancers that have been linked to tobacco use 
are those of the colon, rectum, and liver(2) but there is currently insuffi cient evidence to conclude a causal relation-
ship. In Texas, for the years 2001–2005, over 52,000 of these cancers were diagnosed, and over 22,000 Texans died 
of these diseases.  Therefore, even if tobacco use only slightly increases the risk of these cancers, it would contribute 
a substantial number of cases to tobacco-related cancers and deaths in Texas.

Tobacco Use in Texas

In 2007, an estimated 3.3 million Texas adults, or 19.3% of the adult population, were current smokers. This is slightly 
lower than the national prevalence overall (19.8%) but the prevalence in Texas was higher than the national prevalence 
among males and lower among females (Figure 13). For 2005-2007, the highest rates of smoking were in American Indi-
ans/Alaskan Natives (40.1%), and the lowest rates in Asians/Pacifi c Islanders (7.2%).  Non-Hispanic black, non-Hispanic 
white, and Hispanic males all had a similar smoking prevalence, ranging from 21.8% to 24.3%, but Hispanic females had a 
much lower smoking rate (9.8%) than either non-Hispanic white (16.4%) or non-Hispanic black females (21.9%) (Table 4).  

Among high school students, the prevalence of smoking in 2007 was 21.1%, and 27% had used any form of tobacco in the 
past 30 days. The prevalence of tobacco use increases dramatically by grade level, from 18.1% in 9th grade to 39.3% in 12th 
grade.(26)  In addition to tobacco use, almost half (46.3%) of middle and high school students in 2006 reported being in 
the same room as someone smoking cigarettes in the past week.(27)

The social and economic impacts of tobacco use on Texans are substantial.  The CDC estimates that the cost of tobacco 
use in Texas for 2004 was in excess of $12 billion for direct costs and lost productivity.   Approximately $1.6 billion in 
health care costs were covered by Medicaid.(28)  The situation is not expected to improve with rising health care costs, 
millions of Texas adults and thousands of Texas youth still smoking, and inadequate funding for an effective and compre-
hensive tobacco prevention program.(29)

Estimated Annual Percent Change in Rates of Tobacco-Related
Cancers in Texas, 1996–2005

During 1996-2005 there were statistically signifi cant decreases in the incidence rates of cancers of the lung and bron-
chus, larynx, stomach, and oral cavity and pharynx overall (Table 2).  A signifi cant decrease also occurred in cervical 
cancer among women.  The decrease in lung and bronchial cancer was only seen in men, but there was no change in 
the rate for women.  The decrease in laryngeal cancer was also present and statistically signifi cant in both men and 
in women, as was stomach and oral cavity and pharyngeal cancer.  There was no signifi cant decrease in cancers of 
the esophagus or urinary bladder, or acute myeloid leukemia, but there was a signifi cant increase in the incidence of 
pancreatic cancer (in men only) and in kidney cancer (in both men and women).

There was also a decrease in mortality from tobacco-related cancers in Texas from 1996-2005. This decrease was 
statistically signifi cant for cancers of the lung and bronchus, larynx, stomach and oral cavity and pharynx.  This 
decrease also occurred in males and females separately, except for the larynx in females, which declined but was not 
statistically signifi cant.  Most other sites of tobacco-related cancer mortality also declined but the decreases were not 
statistically signifi cant (Table 3).  These decreases in cancer incidence and mortality in Texas parallel the U.S., with 
decreases in the incidence of tobacco-related cancers since 1999,(1) and a decline in overall cancer mortality since 
1991.(24,25)
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Table 3. Estimated Annual Percent Change (EAPC) in Mortality Rates
of Tobacco-Related Cancers, Texas, 1996–2005

APCs were calculated using weighted least squares method.  
* The APC is signifi cantly different from zero (p<0.05).  
~ Statistic could not be calculated.

Prepared by the Texas Department of State Health Services, Cancer Epidemiology and Surveillance 
Branch, Texas Cancer Registry. 
Source:  Texas Department of State Health Services, Cancer Epidemiology and Surveillance Branch, 
Texas Cancer Registry, Mortality, 1990-2005, created 03-31-08, SEER Pop-Adj, SEER*Prep 2.4.0

                                                 Total                   Male               Female 
Cancer Site                               EAPC                  EAPC                 EAPC 
Lung and Bronchus -1.8* -2.6* -0.7*
Larynx -2.1* -2.1* -2.8
Esophagus -0.6 -0.7 -0.8
Stomach -2.6* -2.3* -3.5*
Pancreas -0.3 -0.3 -0.4
Kidney and Renal Pelvis 0.2 -0.3 0.5
Urinary Bladder -0.5 -0.7 -0.9
Cervix Uteri -1.6 ~ -1.6
Acute Myeloid Leukemia 1.4 2.0 0.7
Oral Cavity and Pharynx -3.2* -2.9* -4.2*

Table 2. Estimated Annual Percent Change (EAPC) in Incidence Rates 
of Tobacco-Related Cancers, Texas, 1996–2005

                                                 Total                   Male               Female 
Cancer Site                               EAPC                  EAPC                 EAPC 
Lung and Bronchus -1.1* -2.0* 0.0
Larynx -3.7* -3.8* -3.7*
Esophagus 0.0 0.2 -1.2
Stomach -1.3* -1.4* -1.6*
Pancreas 0.7* 1.1* 0.4
Kidney and Renal Pelvis 3.7* 3.1* 4.3*
Urinary Bladder -0.5 -0.6 -0.8
Cervix Uteri -2.8* ~ -2.8*
Acute Myeloid Leukemia 1.4 1.1 1.7
Oral Cavity and Pharynx -0.9* -1.1* -1.4*

APCs were calculated using weighted least squares method.  
* The APC is signifi cantly different from zero (p<0.05).  
~ Statistic could not be calculated.

Prepared by the Texas Department of State Health Services, Cancer Epidemiology and Surveillance 
Branch, Texas Cancer Registry. 
Source:  Texas Department of State Health Services, Cancer Epidemiology and Surveillance Branch, 
Texas Cancer Registry, Incidence, 1995-2005, NPCR-CSS 
Sub 01-31-08, SEER Pop-Adj, SEER*Prep 2.4.0
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Total Males Females

Cigarette Smoking: Smoked at least 100 cigarettes in entire life and now smokes
on some or all days. Prevalence rates are weighted for Texas demographics and
probability of selection.

Source: Texas Behavioral Risk Factor Surveillance Query System, Center for Health 
Statistics, Texas Department of State Health Services.
http://www.dshs.state.tx.us/chs/brfss/query/brfss_form.shtm

Figure 13. Prevalence of Cigarette Smoking, Texas and the U.S., 2007

U.S. 

Texas

Table 4. Estimated Prevalence of Current Smokers, BRFSS, Texas, 
2005–2007

All reported rates are weighted for Texas demographics and the probability of selection.

Source: Texas Behavioral Risk Factor Surveillance System, Statewide BRFSS Survey, 2005–2007, Community Assessment Team,
Center for Health Statistics, Texas Department of State Health Services.   

                                  95% CI  
Race  Sex Sample Size   % Lower Upper 
Texas--All Races Total 30,449 19.1 18.3 19.9
 Male 10,723 21.8 20.6 23.2
 Female 19,726 16.4 15.6 17.3  
Non-Hispanic White Total 18,191 19.8 18.8 20.8
 Male 6,722 21.8 20.6 23.2
 Female 11,469 16.4 15.6 17.3
Non-Hispanic Black Total 2,219 23.0 20.4 25.8
 Male 674 24.3 19.9 29.3
 Female 1,545 21.9 19.0 25.2
Non-Hispanic Asian/ Total 425 7.2 4.7 11.0
Pacifi c Islander Male 181 9.0 5.3 14.9
 Female 244 4.5 2.2 9.0
Non-Hispanic American Indian/ Total 280 40.1 30.0 51.2
Alaskan Native Male 113 40.6 25.4 57.7
 Female 167 39.6 27.9 52.7
Hispanic of Any Race Total 8,841 16.7 15.2 18.3
 Male 2,816 23.9 21.2 26.8
 Female 6,025 9.8 8.7 11.0
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Summary

Tobacco use remains the leading preventable cause of death and disease in the U.S. and Texas and is a major risk 
factor for a number of cancers that affects thousands of Texans each year.  In 2005, 16,267 Texans died and another 
27,788 were diagnosed with a tobacco-related cancer.  Although not all of these cases and deaths can truly be attrib-
uted to tobacco use or secondhand smoke, as the primary cause of many of these cancers, tobacco use contributes to 
the vast majority. Signifi cant health disparities also exist, with black men and women in Texas experiencing a dispro-
portionate amount of the tobacco-related cancer burden. Overall, blacks in Texas experienced the highest incidence 
rates for 5 and the highest mortality rates for 7 of the 10 tobacco-related cancers.

Although much is known about the signifi cant social and economic toll, tobacco use remains a signifi cant public 
health problem in Texas. Ten years after the Texas Tobacco Settlement, smoking rates remain high among high school 
students and young adults, well above the national targets.(35)   Adequately funded comprehensive tobacco prevention 
programs, which address smoke-free policies, smoking cessation and prevention of tobacco initiation among youth, 
have shown to be extremely effective and are needed to meet tobacco reduction goals.

Tobacco Use in Texas (continued)

According to the Federal Trade Commission (FTC) for 2005, U.S. manufacturers sold 352 billion cigarettes and gave 
away another 3 billion in the U.S. and to U.S. armed forces overseas.  Tobacco advertising and promotional expendi-
tures in the U.S. were $13.1 billion. (30)  At the same time, states only spent a total of $538 million in tobacco preven-
tion.(31)  

For Texas, it is estimated that tobacco companies spent $885 million dollars in promotional marketing in 2008.(32)  
In contrast, for FY2009 Texas spent $12.6 million on tobacco prevention, which is less than 5% of what the Centers 
for Disease Control and Prevention (CDC) recommends for Texas using best practices in comprehensive tobacco 
control.(29,33) Texas ranks 46th among the states in the funding of tobacco prevention programs and spends less than 
1% of the $2 billion in tobacco-generated revenue the state collects each year in tobacco settlement payments and 
tobacco taxes, on these programs.(29)  

Adequately funded comprehensive tobacco control programs have been found to be extremely effective in producing 
substantial reductions in tobacco use and help prevent youth from initiating tobacco use.  California’s long running 
comprehensive tobacco control program has been credited with reducing the prevalence of tobacco use among adults 
10%, from 23% to 13%. Importantly, the incidence rate of lung cancer in California has declined at a rate four times 
faster than the rest of the U.S.(34)
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Technical Notes

Sources of Data    
      
The Texas Cancer Registry (TCR) is a population based cancer surveillance (reporting) system that includes incident 
reports of certain benign, borderline, in-situ, and malignant neoplasms occurring in Texas among state residents. 
The TCR was fi rst established in 1986, but statewide, population-based reporting of newly diagnosed cancer cases 
was not fully implemented until 1995. Regional offi ces cover the entire state and assist with data collection and re-
cord processing. 

Texas hospitals and cancer treatment centers are the primary sources of case reporting. Reports also are received 
from outpatient clinics, free-standing pathology labs, and other state central cancer registries when a Texas resident 
is diagnosed or treated at a facility outside of Texas. The data used in this report were primarily abstracted from 
medical records and pathology reports.

Cancer mortality data for 2001–2005 were extracted from electronic fi les provided by the DSHS, Center for Health 
Statistics, and collected by the Texas DSHS Vital Statistics Unit.  These fi les contained demographic and cause of 
death information from Texas death certifi cates for all deaths occurring among Texas residents. 

Classifi cation by Anatomic Site

Primary anatomic site and histologic type were coded for each cancer incident case using the International Classifi ca-
tion of Diseases for Oncology (ICD-O).   For all cases in this report, the third edition was used (ICD-O-3).(36)  SEER 
program site recode groups for classifying types of cancer were recoded using SeerPrep version 2.4.0 software. The 
SEER Site recodes for ICD-O-3 used in this report are presented in Appendix 1, from the SEER website:   (http://seer.
cancer.gov/siterecode/icdo3_d01272003/, obtained 9/15/2006). 

For cancer mortality, the TCR classifi es anatomic site according to the SEER Cause of Death Recode, as given by 
the SEER Cause of Death Recode 1969+ (9/17/2004) (Appendix 10) (http://seer.cancer.gov/codrecode/1969+_
d09172004/index.html).  For reporting of cancer mortality data, SEER has defi ned major site groups based on the 
ICD version 10.(37)  These site groups are defi ned consistently across time to facilitate reporting of long term trends, 
with earlier versions of ICD used for deaths prior to 1999.

Cancer deaths were recoded into SEER program site groups for classifying sites of cancer using SeerPrep version 
2.4.0 software. The use of these cancer site groupings follows national cancer standards, and allows Texas cancer 
mortality data to be compared directly.

Classifi cation by Race and Ethnicity

Race and ethnicity information for cancer cases is based primarily on information contained in the patient’s medi-
cal record. This information may be supplied directly by the patient, may be determined by admissions staff or other 
medical personnel, and/or can be based on last name, race or ethnicity of parents, birthplace, or maiden name. The 
reporting of race or ethnicity may be infl uenced by the race and ethnic distribution of the local population, by local 
interpretation of data collection guidelines, and other factors. It is possible that some differences in race and ethnic-
specifi c rates refl ect biases of classifi cation rather than true differences in risk.

The race and ethnicity of each cancer patient is classifi ed according to the categories defi ned in the North American 
Association of Central Cancer Registries (NAACCR) Standards for Cancer Registries Volume II: Data Standards and 
Data Dictionary.(38)  Classifi cation of Hispanics for incidence data is based on NAACCR Hispanic Identifi cation

18
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Technical Notes (continued)

Algorithm (NHIA).  The race groups used in this report for generating incidence and mortality rates include the fol-
lowing categories:  non-Hispanic white, black, Asian/Pacifi c Islander, American Indian/Alaskan Native and Hispanic. 
The Hispanic designation can be of any race, but in 2001-2005, 97.3% of Hispanics in Texas diagnosed with cancer 
were of the white race. Unless persons of unknown race are coded as Hispanic, (only 1.9% in 2001–2005) they are 
not included in any of the race or ethnic categories, but are still included in the total for All Races.   Therefore, 
the four categories provided in this report (non-Hispanic white, black, Hispanic,  Asian/Pacifi c Islander, American 
Indian/Alaskan Native) will not sum to the total for All Races. 

Mortality data are provided by these same categories, but the Hispanic designation is based on the death certifi cates 
Hispanic origin question, which is answered by the informant.  The informant may be next of kin, friend, funeral di-
rector, attending physician, medical examiner, justice of the peace, or other source. The above classifi cation methods 
are consistent with methods used by other states and national organizations.

Confi dentiality

Protecting the confi dentiality of persons whose cancers are reported to the TCR is the highest priority of the Registry 
in all aspects of operations, and required by state law and rule (Health and Safety Code, §82.009; Texas Administra-
tive Code, Title 25, Part 1, Chapter 91, Subchapter A).  No data presented in this report are intended to be used to 
identify individuals who have been diagnosed with cancer.

Data Quality 

The Texas Cancer Registry employs multiple procedures to assure the quality of incoming data, and these are de-
scribed in the Texas Cancer Registry Cancer Reporting Handbook,(39) distributed to all cancer reporters in the state.  
Numerous quality assurance procedures were applied to the data based on SEER, NPCR, NAACCR, and TCR stan-
dards. Quality control included both internal and external processes to insure the reliability, completeness, consis-
tency, and comparability of TCR data. Examples of  internal consolidation and quality assurance processes include 1) 
a review of multiple abstracts on the same patient for multiple primaries, 2) identifying possible duplicate records, 3)  
correcting unacceptable codes or inter-fi eld inconsistencies, and 4) reviewing unusual code combinations for site/
sex, age/site, age/morphology or site/morphology. Inconsistencies and unknown values for date of birth, race, ethnic-
ity, sex, county of residence, date of diagnosis, site, and histologic type were rectifi ed to the greatest extent possible. 

External procedures included training of reporting facility staff, on-site case-fi nding, and re-abstracting studies. Can-
cer death certifi cate fi les were also matched against reported incident cases for an additional reporting completeness 
check. To further assist identifying any cancer cases not reported to the TCR, information on all death certifi cates 
with the underlying cause of death due to a malignant neoplasm were obtained from the Center for Health Statistics, 
Texas Department of State Health Services (DSHS). Institutions listed on the death certifi cates as the place of death 
were queried for additional cancer case information. Missed cases not identifi ed from any institution were added to 
the cancer database as “death certifi cate only” (DCO) cases. These DCO cases for which the only available informa-
tion is from the death certifi cate, were included in this report.

Data Analysis

Texas Cancer Registry cancer incidence and mortality analysis fi les are created using NCI SEER*Prep software (ver-
sion 2.4.0).  Calculation of incidence and mortality rates are done using SEER*Stat software (version 6.4.4).  This 
software was developed by the NCI SEER program to analyze population-based cancer registry data, and provides the 
age-adjusted incidence and mortality rates for a standard set of cancer sites and site groups.  More detailed informa-
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Technical Notes (continued)

tion regarding availability and use of this software can be found on the SEER web site:   http://seer.ims.nci.gov/Scien-
tifi c Systems.
                                   
Estimates of the population used for the calculation of rates were obtained from the SEER (Surveillance, Epidemi-
ology and End Results) program.  The Texas population distribution in 2001–2005 by race and ethnicity includes 
non-Hispanic whites, with 50.9% of the total population and Hispanics (of any race) comprised 33.1%. Blacks in 
Texas comprised 11.9% of the total population, followed by Asians/Pacifi c Islanders (3.4%) and American Indian/
Alaskan Natives (0.7%),.  Population-at-risk data used in the calculation of age-adjusted rates were provided by the 
NCI SEER Program for use with SEER*Stat software, based on the U.S. census, for all states in the United States, by 
year, and by county (http://seer.cancer.gov/popdata/index.htm).  Average annual cancer incidence and mortality rates 
(2001–2005) were age-adjusted using the direct method, and fi ve-year age groups up to age 85+.  Age-adjustment 
enables the direct comparison of incidence or mortality rates by eliminating the effect of differences in the age-dis-
tributions between various comparison populations.  Direct standardization weights the age-specifi c rates for a given 
sex, race, ethnicity, or geographic area by the age distribution of the standard population.  The 2000 United States 
standard million population was used as the standard for all calculations.  

Incidence data in this report are based on Texas resident primary cancer cases and diagnosed from January 1, 2001 
through December 31, 2005. Case reporting for 2001–2005 was estimated to be over 98.3% complete at that time. 
However, additional cases diagnosed during this time period will continue to be reported and included in the TCR 
analytic database.  As a result, future analyses which include 2001–2005 data will vary slightly from this publication 
in the number of cancer cases included.



T
o

b
a

c
c

o
 a

n
d

 C
a

n
c

e
r 

in
 T

e
x

a
s,

  
2

0
0

1
–

2
0

0
5

21

References

1. Stewart SL, Cardinez CH, Richardson LC, Normal, L, Kaufmann, R, Pechacek TF, Thompson TC, Weir HK, 
Sabatino SA.  Surveillance for cancers associated with tobacco use—United States, 1999-2004.  Morbidity and 
Mortality Weekly Report, Surveillance Summaries, 2008;57(SS08):1-33.

2. Offi ce of the U.S. Surgeon General. The Health Consequences of Smoking: Cancer:  A Report of the Surgeon 
General. Centers for Disease Control and Prevention (CDC), Offi ce on Smoking and Health, 1982.

3. U.S. Department of Health and Human Services. The Health Consequences of Smoking: A Report of the Surgeon 
General. U.S. Department of Health and Human Services, Centers for Disease Control and Prevention, National 
Center for Chronic Disease Prevention and Health Promotion, Offi ce on Smoking and Health, 2004.

4. Doll R, Peto R.  The Causes of Cancer, Quantitative Estimates of Avoidable Risks of Cancer in the United States 
Today, (Oxford:  Oxford University Press), 1981.  p. 1256.  

5. Armour BS, Woolery T, et al.  Annual Smoking-Attributable Mortality, Years of Potential Life Lost, and Produc-
tivity Losses---United States, 1997-2001.  Morbidity and Mortality Weekly Report 54(25):625–628, July 1, 2005.

6. U.S. Department of Health and Human Services.  The Health Consequences of Involuntary Exposure to Tobacco 
Smoke:  A Report of the Surgeon General.  U.S. Department of Health and Human Services, Centers for Disease 
Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, Offi ce on Smok-
ing and Health, 2006.

7. Ries LAG, Melbert D, Krapcho M, Stinchcomb DG, Howlader N, Horner MJ, Mariotto A, Miller BA, Feuer EJ, 
Altekruse SF, Lewis DR, Clegg L, Eisner MP, Reichman M, Edwards BK (eds). SEER Cancer Statistics Review, 
1975-2005, National Cancer Institute. Bethesda, MD, http://seer.cancer.gov/csr/1975_2005/, based on November 
2007 SEER data submission, posted to the SEER web site, 2008. 

8. Centers for Disease Control and Prevention (CDC). Cigarette smoking-attributable morbidity - United States, 
2000. MMWR Morb Mort Wkly Rep. 2003;52(35) 842–844.  

9. Offi ce of the U.S. Surgeon General. The Health Benefi ts of Smoking Cessation: A Report of the Surgeon Gen-
eral. Centers for Disease Control and Prevention (CDC), Offi ce on Smoking and Health. 1990.

10. American Cancer Society, Cancer Facts and Figures 2004. Atlanta, GA: American Cancer Society, 2004.
11. Blot WJ, McLaughlin JK, Winn DM et al.  Smoking and drinking in relation to oral and pharyngeal cancer.  Can-

cer Research, 1988;48:3282-3287.
12. Shaha AR, Patel S Shasha D, Harrison LB. Head and Neck Cancers. In: Lenhard RE, Osteen RT, Gansler T (eds). 

Clinical Oncology. Malden, Mass: Blackwell Science, Inc., 2001. pp. 297–329.
13. Blot WJ, McLaughlin JK, Devesa SS, Fraumeni JF, Jr.  Cancers of the Oral Cavity and Pharynx.  In: Shottenfeld D 

and Fraumeni JF (eds). Cancer Epidemiology and Prevention (Second Edition); New York: Oxford Press, 1996.  
pp. 666–680.

14. U.S. Department of Health and Human Services. The Health Consequences of Using Smokeless Tobacco: A 
Report of the Advisory Committee to the Surgeon General. Atlanta, GA: U.S. Department of Health and Human 
Services, National Institutes of Health, National Cancer Institute; 1986.

15. Austin DF, Reynolds P. Laryngeal Cancer. In: Shottenfeld D and Fraumeni JF (eds). Cancer Epidemiology and 
Prevention (Second Edition); New York: Oxford Press, 1996. pp. 619–636.

16. Munoz N, Day NE. Esophageal Cancer. In: Shottenfeld D and Fraumeni JF (eds). Cancer Epidemiology and Pre-
vention (Second Edition); New York: Oxford Press, 1996, pp.681–706.

17. Lamm DL, Korb LJ, Sens M. A.  Bladder Cancer. In: Lenhard RE, Osteen RT, Gansler T (eds). Clinical Oncology. 
Malden, Mass: Blackwell Science, Inc., 2001  pp.408–415.

18. Silverman DT, Morrison AS, Devesa SS. Bladder Cancer. In: Shottenfeld D and Fraumeni JF (eds). Cancer Epide-
miology and Prevention (Second Edition); New York: Oxford Press, 1996. pp. 1156–1179.

19. Anderson KE, Potter JD, Mack TM. Pancreatic Cancer. In: Shottenfeld D and Fraumeni JF (eds). Cancer Epidemi-
ology and Prevention (Second Edition); New York: Oxford Press, 1996, pp. 725–793.

20. Redlich PN, Ahrendt SA, Pitt, HA. Tumors of the Pancreas, Gallbladder, and Bile Ducts. In: Lenhard RE, Osteen 
RT, Gansler T (eds). Clinical Oncology. Malden, Mass: Blackwell Science, Inc., 2001, pp. 373–405.



T
o

b
a

c
c

o
 a

n
d

 C
a

n
c

e
r in

 T
e

x
a

s,  2
0

0
1

–
2

0
0

5

References (continued)

21. McLaughlin JK, Blot WJ, Devesa SS, Fraumeni JF. Renal Cancer. In: Shottenfeld D and Fraumeni JF (eds). Cancer 
Epidemiology and Prevention (Second Edition); New York: Oxford Press, 1996, pp. 1130–1155.

22. Prokopczyk B, Cox JE, Hoffmann D, Waggoner SE.  Identifi cation of tobacco-specifi c carcinogens in the cervical 
mucus of smokers and nonsmokers.  Journal of the National Cancer Institute, 89(12):868–873, 1997.

23. Schiffman MH, Brinton LA, Devesa SS, Fraumeni, JF. Cervical Cancer. In: Shottenfeld D and Fraumeni JF (eds). 
Cancer Epidemiology and Prevention (Second Edition); New York: Oxford Press, 1996 pp. 1090–1116.

24. Cole P., Rodu B.  Declining cancer mortality in the United States. Cancer, 1996;78(10):2045-2048.
25. McKean-Cowdin R, Feigelson HS, Ross RK, Pike MC, Hendeson BE.  Declining cancer rates in the 1990s.  J. 

Clin. Oncol. 2000;18(11):2258-2268.
26. Texas Department of State Health Services, Texas Youth Risk Behavior Surveillance System, On-line query:  

http://www.dshs.sate.tx.us/chs/yrbs 
27. Texas Department of State Health Services, Mental Health and Substance Abuse Division, “Tobacco Prevention 

& Control Strategic Plan for 2008-2013”, p.9.
28. Centers for Disease Control and Prevention. Sustaining State Programs for Tobacco Control, Data Highlights, 

2006.  http://www.cdc.gov/tobacco/data_statistics/state_data/data_highlights/2006/00_pdfs/DataHighlight-
s06rev.pdf

29. American Heart Association, American Cancer Society, Campaign for Tobacco-Free Kids, and American Lung 
Association. A Decade of Broken Promises, the 1998 State Tobacco Settlement Ten Years Later, November 18, 
2008. Available at: http://www.tobaccofreekids.org/reports/settlements/2009/fullreport.pdf 

30. Federal Trade Commission Cigarette Report for 2004 and 2005, issued in 2007.  Available at:  http://www.ftc.
gov/reports/tobacco/2007cigarette2004-2005.pdf 

31. Campaign for Tobacco Free Kids. History of Spending for State Tobacco Prevention Programs FY2005 - FY2009. 
http://www.tobaccofreekids.org/reports/settlements/2009/history.pdf Accessed 2/17/2009.

32. Campaign for Tobacco-Free Kids, American Heart Association, American Cancer Society, American Lung Asso-
ciation. SPENDING vs. TOBACCO COMPANY MARKETING. Available at http://www.tobaccofreekids.org/re-
search/factsheets/pdf/0201.pdf

33. Centers for Disease Control and Prevention. Best Practices for Comprehensive Tobacco Control Programs—
2007. Atlanta: U.S. Department of Health and Human Services, Centers for Disease Control and Prevention, 
National Center for Chronic Disease Prevention and Health Promotion, Offi ce on Smoking and Health; October 
2007.

34. Farrelly MC, Pechacek TF, Thomas KY, Nelson D.  The Impact of Tobacco Control Programs on Adult Smoking.  
Am. J. Pub. Health, 2008;98:304-309.

35. U.S. Department of Health and Human Services.  Healthy People 2010. 2nd ed.  With Understanding and 
Improving Health and Objectives for Improving Health.  2 vols.  Washington DC:  U.S. Government Printing Of-
fi ce, November, 2000.

36. Fritz A, Percy C, Jack A, Shanmugaratnam K, Sobin L, Parkin D, Whelan S (eds). International Classifi cation of 
Diseases for Oncology, Third Edition, Geneva: World Health Organization, 2000.

37. World Health Organization.  Manual of the International Statistical Classifi cation of Disease, Injuries and Causes 
of Death.  Tenth revision, vol. 1. Geneva:  WHO, 1992.

38. Hulstrom D, (ed). Standards for Cancer Registries Volume II: Data Standards and Data Dictionary, Seventh Edi-
tion, Version 10. Springfi eld, IL: North American Association of Central Cancer Registries, March, 2002. Avail-
able online: http://www.naaccr.org/Standards/fi les/NAACCRVolumeIIREVISED51402.pdf 

39.  Texas Cancer Registry  July 2004  Cancer Reporting Handbook.

22



T
o

b
a

c
c

o
 a

n
d

 C
a

n
c

e
r 

in
 T

e
x

a
s,

  
2

0
0

1
–

2
0

0
5 About the Texas Cancer Registry

The Texas Cancer Registry (TCR) is a statewide population-based registry that serves as the foundation for measuring 
the Texas cancer burden, comprehensive cancer control efforts, health disparities, progress in prevention, diagnosis, 
treatment, and survivorship, as well as supports a wide variety of cancer-related research. These priorities cannot be 
adequately addressed in public health, academic institutions, or the private sector without timely, complete, and ac-
curate cancer data.

The TCR is the 4th largest cancer registry in the United States, and currently meets the National Program of Central 
Cancer Registries, Centers for Disease Control and Prevention high quality data standards and is Gold Certifi ed by 
the North American Association of Central Cancer Registries.

The ultimate goal and purpose of the TCR is to collect and disseminate the highest quality cancer data that will 
contribute towards cancer prevention and control, improving diagnoses, treatment, survival, and quality of life for all 
cancer patients.

Our mission is to collect data that signifi cantly contribute to the knowledge of cancer for use in reducing the Texas 
cancer burden.

We strive to: 

 Maintain a high quality nationally certifi ed statewide population-based cancer registry with complete, timely and   
 accurate data.

 Meet the data needs of Texans, including healthcare practitioners, cancer researchers, health planners, advocacy   
 groups, the public, and other local, state, and national entities.

 Make a signifi cant contribution to the fi ght against cancer.
 
The TCR consists of a central offi ce and seven regional offi ces. Approximately 200,000 reports of cancer are 
received annually from over 500 hospitals, cancer treatment centers, ambulatory surgery centers, and pathology labo-
ratories located throughout the state. Of these reports, over 12,000 are for out-of-state residents, largely due to the 
internationally recognized cancer care available in this State. These reports are distributed throughout the U.S. to 
other state cancer registries as a way of contributing to the overall national cancer surveillance system.

The TCR collects information such as the types of cancers that occur and their locations within the body, the extent 
of cancer at the time of diagnosis (disease stage), the kinds of fi rst course treatment that patients receive, length of 
survival, and patient characteristics. These data are reported from various sources, including hospitals, cancer treat-
ment centers, ambulatory surgery centers, pathology laboratories, and physician’s offi ces, as well as supplemented 
through various data sharing efforts with other government data collection systems, such as vital statistics.

The TCR fi rst met national Centers for Disease Control “high quality” data standards in 2004, and North American 
Association of Central Cancer Registry Gold certifi cation in 2006. Although these national data standards continue 
to be met, the long-term vision of the TCR is to collect and provide data that are equivalent in timeliness, complete-
ness, and quality as those of the National Cancer Institute, Surveillance and Epidemiology End Results Program 
(SEER) registries.  
 
TCR data are available in a variety of publications and formats at the state, regional, and local community levels. 
To review or request TCR data, visit: http://www.dshs.state.tx.us/tcr/, call 1-800-252-8059 (in Texas), 512-458-7523 
(outside of Texas), or e-mail CancerData@dshs.state.tx.us.
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